In 2004, a 551-bed nonprofit hospital launched a pilot of the unit-based clinical nurse leader (CNL) role to support staff nurses and their patients. Thus far, the role has demonstrated great promise in promoting individual patient-centered outcomes, although the pilot has identified potential adaptations to enhance aggregate outcomes. These include decreasing the patient-to-CNL ratio, increasing CNL availability to 7 days a week, and reconsidering whether to fill CNL positions with nurses who were prepared as nurse practitioners. Key words: clinical nurse leader, patient outcomes I N 2004, University Hospital (UH), a 551-bed nonprofit hospital located in Augusta, Ga, launched a pilot of the unit-based clinical nurse leader (CNL) role to support the staff nurses and their patients. The objectives for the new role included (a) to promote and role model expert clinical data collection, analysis, and decision making and (b) to enhance the individual and aggregate outcomes of the nursing unit. A 39-bed unit serving patients primarily diagnosed with diabetes or gastrointestinal conditions was chosen for the pilot. After several months, the role was introduced on a second unit with a cardiac focus. In both instances, the CNL role has lived up to the anticipated potential of promoting positive outcomes, and the organization is in the process of recruiting for CNLs on other units.
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In addition to piloting the role, the UH is partnering with a local school of nursing, which is developing a master's entry CNL program for individuals with nonnursing baccalaureates. This partnership is part of a national pilot project coordinated by the American Association of Colleges of Nursing (AACN) to develop CNL curriculum, as well as pilot the role within organizations. As a partner, the UH will serve as 1 of 2 clinical settings to test the CNL model and to provide clinical experiences for future CNL students.
The impetus for this organization's move toward the CNL model was based on several factors. The UH has a mix of well-experienced nursing staff and recent graduates. While the average length of registered nurse employment exceeds 10 years, the organization has been successful in recruiting new nurses as it expands its services. Regardless of years of experience, nurses in this facility, like others, often work at frenetic paces, faced with competing priorities and frequent distractions in the course of their daily practice. Compared to the past, the acuity is higher and there are goals to decrease lengths of stay. While the facility has introduced technological advancements to support nursing care, technological and scientific advances also add to the complexity of nursing practice. With a commitment to ongoing enhancement of quality of care and patient-centered, evidence-based care delivery, the concept of a unit-based clinical expert was identified as a potential option to promoting outcomes.
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The UH nursing staff have long-enjoyed access to a wide range of clinical experts including charge nurses, clinical nurse specialists, a palliative care specialist, wound care specialists, certified diabetes educators, lactation consultants, neonatal nurse practitioners (NPs), rehabilitation specialists, respiratory therapists, unit-based pharmacists, and many others. However, the existing model did not provide for a unit-based nursing clinical expert who did not have competing priorities. The identified goal was to provide for unit-based nursing experts who were not responsible for administering treatments, coordinating activities, direct oversight of assistive personnel, teaching, or other similar functions.
As potential models were being explored and tested at the UH, Chief Nursing Officers in other settings were also examining and improvising new roles filled by expert nurse clinicians to support and improve patient care and outcomes. 1 The CNL role proposed by the AACN is based on outcomes related to these innovative point-of-care roles implemented by highly educated and experienced nurses. The AACN, in collaboration with nurse executives and educators, proposed the CNL as a solution to move nursing forward in addressing patient needs and enhancing quality in the existing environment. The AACN released the initial White Paper 2 describing the CNL during the UH deliberations and it was embraced as a resource to inform the development of the expert clinician role, with a position title of "Care Coordinator." Although the title "Clinical Nurse Leader" was not chosen, the role was designed to reflect the understanding of this role.
The AACN describes the role of the CNL as a leader across the healthcare delivery system. The description specifies the CNL's accountability for outcomes achieved through pointof-care practice that includes planning, implementing, and evaluating care of individual patients, as well as groups of patients. Although not an administrative role, the CNL's responsibilities include coordination of other healthcare team members to achieve goals, and the CNL must be able to effectively coach and delegate to others. The CNL is described as requiring "strong critical thinking, communication and assessment skills, and the demonstration of a balance of intelligence, confidence, understanding, and compassion." 2(pl1) and focusing on "health promotion, risk reduction, and population-based care." 2(pl1) . The CNL role involves collaboration with others, measurement of outcomes, and implementation of an evidence-based practice. The CNL is expected to partner with individual patients and their families to promote patientcentered care. Furthermore, the CNL must be able to identify aggregate patterns, thus modifying practice as needed within the practice microsystem.
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THE CNL ROLE IMPLEMENTATION
The UH CNL position was designed to be generalist in nature, as described by the AACN, rather than an advanced practice nursing role. The UH improvised in filling the CNL role, as no actual CNL program graduates yet existed. Excellent assessment skills and critical thinking ability were identified as the essential qualifications for the new care coordinator role at the UH, and were established as prerequisites for the position. A decision was made that a graduate prepared nurse with extensive NP clinical experience would be sought to fill the role. The successful candidates for the two filled positions have actually both been certified NPs. Although the care coordinator responsibilities do not meet the criteria for advanced practice, these expert clinicians use their advanced practice skills in their daily activities. Furthermore, their units provide release time each week for the care coordinators to maintain the required 4 hours of NP practice each week necessary to maintain their national certification and advanced practice nursing recognition. This practice is performed within the organization in one of the ambulatory settings.
The UH care coordinator responsibilities are consistent with the AACN recommendations. The care coordinator performs an initial assessment on all newly admitted patients to identify those who would benefit most from her participation in their care. This determination is based on information gathered from the patients and their family members, staff nurses, and other clinicians, as well as a review of the record. The major care coordinator responsibilities are identified in Table 1 .
The care coordinator assesses the discharge planning needs of selected patients including assessment of their physical, psychological, social, spiritual, educational, developmental, and cultural needs. The care coordinator conducts comprehensive patient/family assessments to identify care coordination and discharge planning needs as early as possible after admission. In addition to interviewing the patients and/or family members, asking salient questions, the care coordinator reviews medical records to incorporate the data recorded by other disciplines in further assessing the patient's health status and risk factors. Care coordinators critically analyze the data they collect from multiple sources as they identify patient's needs. Based on the data analysis, the care coordinator identifies resources and interventions necessary to meet the patient's needs.
The care coordinator serves as a communication hub between physicians, care team leaders, staff nurses, social workers, members of other disciplines, and the patients/family members to ensure a comprehensive plan is in place for hospital care and discharge and that the patient/family is involved in planning care. Patient and family education is provided or arranged about the patient's existing and potential problems and related care. The care coordinator contributes to the overall healthcare team as a clinical expert resource, and specifically guides the nursing staff in developing and implementing a comprehensive plan of care for complex patients. She also ensures that a plan of continuing care is in place before patients are discharged from the hospital.
In addition to planning and implementing the care plan, the care coordinator is responsible for evaluating the care provided on the individual patient level, as well as on an aggregate level. The care coordinator monitors the patient's hospital course, communicating with the nurse manager, physician, case manager, and nursing staff regarding any unanticipated variances and/or delays, thus assisting in modifying the plan. In collaboration with the medical staff, she arranges referrals for patients with health problems requiring further evaluation and/or additional services including referrals to outpatient care, home health, or other community services as indicated.
In coordinating and facilitating patient's disease progression throughout the continuum, the care coordinator collaborates with all members of the interdisciplinary team. In collaboration with the physician, she helps to establish a target for length of stay and to establish a potential discharge disposition for all patients. In collaboration with the case manager, the care coordinator ensures that all critical elements have been communicated and assists the case manager in minimizing discharge delays, thus facilitating transfer to other facilities or movement to appropriate levels of care. As she monitors the patient's progress, the care coordinator ensures that the plan of care and services rendered are patient focused, high quality, efficient, and costeffective. If diagnostic or therapeutic process is impeded by process problems, the care coordinator facilitates resolutions.
The care coordinators support the professional development of staff by mentoring and role modeling. As expert clinical generalists, care coordinators are expected to identify the best available evidence to apply to their patient populations. In addition to serving as a role model by maintaining their own evidence-based practice, they seek opportunities to share research findings applicable to patients when collaborating with nurses and other members of the interdisciplinary team.
The care coordinators are involved in identifying measurable outcomes of their practice, as well as the overall unit. They participate in a range of quality improvement projects designed to collect the evidence that will guide future care initiatives. A number of potential outcomes, including aggregate decreased length of stay, increased satisfaction, and increased referrals for home health and other postdischarge support, were identified for the CNL role.
EARLY OUTCOMES
To date, the CNL role has not been associated with decreased average length of stay. This is due, in part, to a very small number of "outliers" who have skewed the length of stay. While the unit remains at goal for patient satisfaction, there has been no significant increased unit-level satisfaction with the coordination of care. Since the CNL is only one component related to factors such as length of stay and satisfaction, the organization continues to look at all variables associated with these and opportunities for improvement.
Other aggregate outcomes have been favorable. For instance, the CNL is associated with an increased rate of home health referrals and discharge instructions relevant to referrals. Based on the review of existing referral rates, readmission rates, and other data, a house-wide goal for the percentage of patients receiving home health referrals was set at 15% at the beginning of 2005. To date, the aggregate house-wide home health referral rate has not met the goal, fluctuating between 9% and 12%. In contrast, the diabetesgastroenterology unit's home health referral rate usually exceeds the set goal of 15%. In July, 20.4% of discharge patients received home health referrals.
The individual, patient-centered outcomes have been impressive, and it is rewarding that the care coordinators can readily identify situations in which they have been instrumental in ensuring patient-specific positive outcomes. For example, MK, a care coordinator, described the case of an older woman who was recently admitted with a diagnosis of "bronchospasm and chronic obstructive pulmonary disease."Although treated primarily for her pulmonary condition, she frequently required medication for pain. The assigned staff nurse was a new registered nurse, with less than a year of experience. Although the staff nurse sought to manage the patient's pain, requesting new orders when the original orders failed to provide comfort, the pain was unabated. Both the nurse and the patient's physician were focused on the patient's pulmonary condition and there was no real focus on the source of the pain or its meaning to the patient. When MK interviewed the patient, she learned that the patient had a history of metastatic renal cell cancer and a nephrectomy. She had refused further treatment when the recurrence with metastasis was identified, and her primary goal was pain management and comfort. The physicians were not clearly communicating with one another and although a nephrologist had been consulted, he was not aware of her history or wishes. MK identified the oncologist who had treated the patient and requested/obtained a consultation with the oncologist. She was also instrumental in involving the palliative care specialist in the patient's care and obtaining a consultation for hospice care. A pain management regimen was identified that provided pain relief, and the hospice was able to arrange continued support for the patient on discharge. Had the CNL not been available to ask the patient fundamental questions about her history and goals for her care, her management would have proceeded to the resolution of her pulmonary condition and she would potentially have been discharged without resolution of this concern.
On the day MK relayed the preceding case, she was also following a 72-year-old man who had been admitted from his home with a diagnosis of uncontrolled diabetes. Although he was alert and oriented, he shared with MK that he was very confused about how to manage with his increasingly complex healthcare needs at home. She learned that although he had a history of congestive heart failure (CHF), this was not listed as a primary diagnosis and he had not been placed on the related care path. He described great difficulty in deciding how to balance the dietary needs and self-monitoring required for the two conditions. Although his diabetes status was improving, his basic concerns had not been addressed and he was concerned about achieving his primary goal to return to his home and to remain relatively independent in managing the two conditions and to avoid further admissions. MK was able to implement several consultations to support this patient in achieving his goal. While he had access to diabetes educators on the unit, MK recognized the complexity of his dietary requirements and his need to have dietary instruction simplified. She arranged for a dietary consultation and obtained basic educational material on the CHF to help him learn to incorporate his CHF-related needs into his self-management activities including daily weights, recognition of signs of complications, when to seek help, etc. A case manager was consulted and assisted in getting information on sitters to help in the home during his initial postdischarge period and to determine whether the patient qualified for home health. The result was that the patient achieved his goal of being discharged home, with improved selfmanagement ability and appropriate support.
Another elderly male on MK's unit had been admitted recently for dehydration and constipation. The nursing and medical providers were focusing on the patient's gastrointestinal status, as the patient was found to have a tumor of the colon and had required placement of colonic stents. When MK made her initial visit to the patient, she learned that he had experienced a significant decline over the previous 3 months, following discharge after a coronary artery bypass graft. Focusing on his psychosocial status, she learned that he believed he was depressed, and thus she was able to request evaluation and treatment for this previously undiagnosed condition. However, he shared that he was also worried about his respiratory status, as he had a "rattling" sensation in his chest. When MK reviewed that patient's record, she found a radiology report indicating probable pneumonia, although there was no other indication that his respiratory problem was being addressed. When she left a message for the attending physician specifying the patient's concern and referring him to the radiology report, appropriate antibiotics were ordered as the patient's work-up continued.
LESSONS LEARNED
Although early experience with the CNL role has clearly supported an association between introduction of the role and positive patient-centered outcomes, there have been several lessons learned. The CNL model within the organization is being re-examined and some reorganization is anticipated.
One issue is that one CNL cannot adequately provide coverage for a 39-bed unit. Both CNLs who have been in place for a number of months describe limitations in their ability to provide the intended level of attention to all patients. Instead, as they make initial rounds on newly admitted patients, they have to prioritize where attention is needed most. The experience of these CNLs suggests that a CNL can adequately cover 20 patients at any given time, so that the 39-bed unit would require at least two CNLs. Furthermore, it would be ideal to have a CNL in place 7 days a week.
Finally, as the role has evolved, it has become evident that the CNL role does not require an NP with advanced preparation and, furthermore, an NP may not find the role satisfying. As noted earlier, an early idea was that NPs would bring needed skills to the CNL role, since there were no formally prepared CNLs. However, in this pilot setting, where patients are usually managed by their private physicians, the CNL-NP has limited opportunity to fully utilize NP skills. As a result, the CNL role, supplemented by release time from the unit to maintain NP competency in an ambulatory setting, has been somewhat fragmented. In addition to decreasing the CNL's availability on the unit several hours each week, the fragmentation has contributed to limited role satisfaction for the first two care coordinators. The organization is now exploring the specific characteristics that have proven essential to the role and supports the AACN's advice that the CNL is not an advanced practice role but a generalist, expert nurse clinician.
In summary, the organization has had favorable experience in piloting the CNL role. The CNL has contributed to the ability to achieve patient-centered outcomes. The pilot continues on multiple units, with adaptations based on prior experience.
